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traction did occur in one case, but its effects were overcome with light 
gymnastics. The treatment is especially valuable where two burned 
areas lie against each other, since it prevents their adhesion._ To recom- 
mend it are its simplicity, cheapness, avoidance of infection, acceler- 
ating influence on healing, favorable effect on-cicatmatmn, and 
ameliorating effect on pain. 


The Diagnosis and Treatment of Unilateral Hemorrhagic Nephritis.— 
Fronnehteine (Ann. d. mol. d. org. gin.-urin., 1910, xwui, 1, 897) 
says that one of the most serious symptoms of gemto-urmary disease is 
hematuria. The presence of blood in the urine is the first symptom 
which attracts the attention of the patient and causes him to seek assist¬ 
ance from a physician. FronnehtCine reports the case of a patient, 
aged thirty-two years, who entered the hospital on account of abundant 
hematuria which had lasted for a month. The hematuria was accom¬ 
panied by constricting pain in the right side of the upper abdomen 
The father had suffered from nephritis and one of his brothers had had 
blood in his urine. Cystoscopic examination showed that the blood 
was coming from his right kidney. In the presence of profound anemia 
and the failure of medical treatment nephrectomy was perfonned. 
The results of operation were very satisfactory. The removed kidneys 
presented the changes of a hemorrhagic nephritis. Abundant hem¬ 
orrhages arising from the kidney depend always upon an anatomical 
lesion of the renal parenchyma, and there can be no hemorrhage with¬ 
out an anatomical lesion. Insignificant anatomical changes may be the 
cause of abundant renal hemorrhages. An acute hemorrhagic nephritis 
may be bilateral or unilateral, and in the latter case it Ought to be dif- 
ferentiated, under the name of hematuric nephritis, from cases of hema- 
turia due to tumor. Israel’s symptom, that is, the ^presence m the 
urine of vermiform dots, occurs especially in hematuric nephritis, and 
in this condition surgical intervention is indicated. 


The Representation of Hypertrophied Prostate by the Skiagraph.— 
Burcehardt and Floerceen (Deut. Zlschr. f. Chir., 1910, cv, 110) 
say that the condition of the middle lobe and the anatomical relations 
of the hypertrophied prostate to the bladder often make the diagnosis 
difficult. Palpation through the rectum, as a rule, fails completely, and 
the use of an inflexible sound often fails to give reliable information. 
The use of the cystoscopc is rendered difficult by the projection of the 
prostate into the bladder and by the presence of infection. These 
Writers have already called attention to the value of filling the bladder 
with oxygen for cystoscopy and radioscopy. It is striking how distinct 
in form and size foreign bodies in the bladder are shown on the a>ray 
plate when oxygen is employed to fill the bladder beforehand. This 
is accomplished either with a catheter directly from the oxygen tank or 
by m eans of a 3 per cent peroxide solution in a flask with potassium 
penhanganate added. From the flask the developing oxygen is passed 
through the catheter into the bladder. The introduction of the oxygen 
is stopped as soon as the filling of the bladder is indicated by a feeling 
of slight tension on the part of the patient. The bladder should be 
emptied throroughly before it is filled with the oxygen. A two-way 
Cfitheter may be employed with ope way dosed until the oxygen is being 



SURGERY 


introduced, when through the other opening any fluid in the bladder 
may be slowly evacuated. The skiagram then taken with the use of 
?t, C0 5 P j!? S10n ‘J ppamt , us "U.giye very distinctly the exact contour of 
the bladder and any change in it produced by a projecting portion of 
the prostate at the neck of the bladder. Six illustrations are given 
showing very well the effect of the oxygen in outlining the limits of the 
bladder and the isolated hypertrophy of the middle lobe. This method 
may be of advantage in deciding the operation to be performed. 


Inflamma tory Tumors of the Sigmoid Flexure.— Arnspebgeb (Milt 
a ^ Gre^geb.d Med. u.Chir., 1910, xxi, 557) refers to a case seen 
twelve months before, in which a diagnosis of carcinoma of the sigmoid 
Hexure was made. The growth was excised successfully and the exam¬ 
ination of the specimen showed that it was inflammatory in nature. 
Kccentiy a second case was observed, in which at postmortem, the diag¬ 
nosis of carcinoma was made, and only by a microscopical examination 
was its mflammatoiy nature established. A third patient operated on 
died and the microscopic examination showed the tumor to be inflam¬ 
matory and to be formed about a number of diverticula filled with 
pus one of which had perforated. The greater number of the circum¬ 
scribed and localized chronic inflammations of the large intestine are 
specific and most of them tuberculous in nature. The place of election 
for their occurrence is in the cecum near the ileocecal valve, although 
the localized tuberculous disease is found in the sigmoid flexure. Local¬ 
ized subacute and chronic inflammations with the formation of large 
tumors occur m the sigmoid and are sharply defined from the sound 
portion of the bowel. They are hard in consistency, with an inclination 
to adhesions to the surrounding structures, and clinically resemble 
carcinomas completely. In connection with specific disease and in¬ 
flammation about a diverticulum, there occurs a simple process which 
localizes itself m the subserous tissues and sets up a dissecting infil- 
tratmn. Ihe mucous membrane remains intact, the muscularis hyper¬ 
trophies, and stenosis may be absent. Because of the impossibility of 
distinguishing, clinically, between such an inflammatoiy tumor and 
a carcinoma, resection of the diseased portion is indicated whenever 
it is possible. When there is marked stenosis, a very acute inflam- 
matopr condition, or the tumor is inoperable, colostomy is indicated 
in all doubtful cases an exploratory laparotomy should be done and 
a piece of the tumor should be removed for microscopic examination. 


Concerning the Etiology of Myositis Ossificans.— Ewald (Zntralbl. 
J. Cnir.y 1910, xsxviii, 771) says that it is generally admitted that the 
bone formation in myositis ossificans is found only in certain muscles 
as the brachial is intemus and quadriceps femoris, especially in the 
vastus externus portion, and very rarely in the gluteal muscles, deltoid 
coracobrachialis, and masseter. Numerous causes have been offered’ 
but there is no explanation of why the process showed such predilec- 
tion for these two places, while all parts of the trunk and extremities 
are frequently exposed to wounds and contusions. It is always found 
near joints. Ewald refers to a case of an acquired dislocation of the 



